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85=p | HIGHEST WELL BEING The statements made on this plan of
correction are not an admission to and do
Each resident must receive and the facility must not constitute an agreement with the
provide the necessary care and services to attain alleged deficiencies.

or maintain the highest practicable physical,
mental, and psychosocial well-being, in
accordance with the comprehensive assessment
and plan of care,

To remain in compliance with all federal
and state regulations the facility has
taken or will take ihe actions set forth in
this plan of correction. The plan of
correction constitutes the facility’s

This REQUIREMENT is not met as evidenced allegation of compliance such that all
by: alleged deficiencies cited have been or
Based on observations, staff and resident will be corrected by the dates indicated.
interviews and review of medical records, the ‘

facility failed to provide the care ordered by the F 309 SS=D

physician for 1 of 3 sampled residents (Resident
# 70), that had an order for indwelling urinary

Corrective Action for Resident
catheter removat.  Findings include:

Affected
Resident # 70 was re-scheduled for
Resident # 70 was readmitted to the facility on catheter removal on 7/ 1 4/11. The
06/14/11. Diagnoses included cerebrovascular catheter was removed in advance of
accident and urinary retention. the appointment as ordered and the
resident was transported to the
A Hospital Discharge Summary, dated 06/14/11, physician office via ambulance at no
indicated Resident # 70 had been transferred due cost to the resident.
to confusion, hallucinations and increased left
sided weakness. The summary added the : Corrective Action for Resident
resident had recent history of multiple slrokes. Potentially Affected

The HOSPITAL COURSE indicated the resident
had a urinary tract infection and urinary retention.
The physician documented a history of urinary

All residents who have Physician
orders received in the current month

retention. Urolegy was consulted and that a':e to be implemented '? thte o
recommended placement of an indwelling urinary following month have the potentia
catheter to allow 2 weeks of bladder rest. During he affected by this alleged deficient
hospitalization a voiding trial failed. practice.
LABORATORY DIREGTORS OR pRowDEWSUWREPRESENMTWESSIGNATURE TITLE (%6) DATE
b s 0 sty 2 cpiit Admmisicalor 67:{42:

Any deficiency stalement ending wilh an asterisk {*) denotés g deficiency which the institution may be exclised from correcting providing it is determined that
other safeguards provide sufficient protection to the patients. (Ses instructions.) Except for nursing homes, the findings stated above are disclosable 80 days
following the date of survey whether or niot a plan of correction is provided.  For nursing homes, the 2bove findings and ptans of correction are discloseble 14

days following the date these decuments are made available te the faclity. If deficiencies are cited, 2n approved plan of correction is requisite to continued
pregram participation.
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Al Tesident medication and treatment
F 309 | Continued From page 1 Fagg] records were reviewed by the Acting

The resident's care plan, dated 06/16/11,
indicated Resident # 70 had an indwelling urinary
catheter due to urinary retention.

An admission Minimum Data Set (MDS), dated
06/21711, indicated Resident # 70 was cognitively
intact. The resident was assessed as having a
urinary tract infection within the previcus 30 days.
The assessment indicated Resident # 70 had an
indwelling urinary catheter,

A physician's order was received on 06/29/11 to
discontinue the indwelling urinary catheter on
O7/07/11 at 6:00 AM. Macrodantin {An antibiotic)
50 milligrams {mg) was ordered for Resident # 70
to be given daily for 10 days. Resident # 70 was
scheduled to follow up with the urologist on
07107411 at 2:45 PM.

Review of the June 2011 Medication
Administration Record {MAR) for Resident # 70,
indicated the orders from 06/29/11, to remove the
indwelling catheter on 07/07/11, were transcribed
correctly,

Review of the July 2011 MAR indicated the order
to remove the catheter on 07/07/11 had been
omitted.

The nurse's note, dated 07/07/11, indicated the
physician's office called to question why the
indwelling urinary catheter had not been removed
as ordered. The nurse documented she looked
in the chart, found the order and apologized to the
physician's office. The nurse documented the
order had not been placed on the July 2011
order. An appointment for Resident # 70 was
rescheduled.

Director of Nursing by 07/31/11 to
ensure that any new physician
orders received during the month of
July were carried over to August and
were correctly transcribed to the new
medication and treaiment records.
(See attachment #1)

Systemic Changes

An in-service was conducted on
08/15/11 by the Acting Director of
Nursing. (See attachment #2) RNs
and LPNs, FT, PT, and PRN
employed by this facility completed
the in-service. Hospice providers
were not included because they do
not transcribe orders on facility
documents. The in-service topics
included:

1) Proper transcription of
Physician orders to the
medication and freatment
records.

2) Proper month-end
reconciliation of Physician
Orders, Medication
Administration Records and
Treatment Adminisiration
Records.

3) This information has been
integrated into the standard
orientation training for ali
licensed staff and will be
reviewed by the Quality
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On 07/07/11, physician's orders were received to
remove Resident # 70 * s indwelling urinary
catheter on 07/14/11 at 6:00 AM for a follow up
appolntment at 2:45 PM.

Nurse's notes, dated 07/14/11 at 12:30 PM,
indicated Resident # 70 stated he had voided a
bit after the indwelling catheter removal,

The urological consult form, dated O7/14/11,
indicated Resident # 70 had failed the volding trial
with 775 milliliters {m1) of wrine as a post void
residual colfected. :

On 0711511 at 2:35 PM, the nurse documented
the resident told her he was unable to urinate at
the physician's visit yesterday and his catheter
was replaced. ’

An interview was held with the Acting Director of
Nursing (ADON) on 07/27/11 at 2:55 PM, She
stated Resident # 70 came into the facllity with
the catheter for urinary retention. Voiding trials
failed. The ADON stated when orders were
received the nurse that received the order
transcribed the order to the MAR or the
Treatment Record. At the end of the month, the
orders are put into the MAR by the Medical
Record clerk. The nurses on the hall are
responsible for checking and double checking
orders to make sure all new orders have been
added and all orders are correct. After review of
the 07/07/11 physician ' s order for Resident # 70
and comparison of the June MAR to the July
MAR, the ADON stated the order had not been
carried forward. She added nurses had not
caught the error on double chack. The ADON

CROSS CREEK HEALTH CARE
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F 309 Continued From page 2 Fa0e| Assurance process to verify

the change has been sustained.

Quality Assurance

The Direcior of Nursing or MDS
Coordinator will monitor this issue
using the "Survey QA Tool for
Monihly MAR and TAR

Review. (See attachment #3) The
monitoring will include verifying that
all new orders received during the
current month are transcribed to the
next month during month-end
review. All resident records will be
reviewed. See altached monitoring
tool. This will be done during the firs}
full week of each month for three
months or until resolved by QOL/QA
committee. Reports will be given to
the monthly Quality of Life- QA
committee and corrective action ;g}.rf;l ]
initiated as appropriate.
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F 309 | Continued From page 3

stated the harm caused was Resident # 70
endured an hour trip to and from the physician's
office for no reason, Because the staff had not
removed the catheter as ordered, the physician
was Unable {o provide the intended treatment.

An interview was held with Nurse # 3 on 07/27/11
at 3:15 PM. She stated the end of the month the
new physician's orders were compared with the
new MARS. The old MAR is then compared with
the new MAR to make sure nothing had been
missed. Nurse # 3 stated this was done by the
nurses onthe hall.  The nurse reviewed the July
2011 orders and stated she signed as completing
the first check but she would not know who did
the second check since that nurse was not
required o sign. The nurse stated she just
missed transcribing the 07/07/11 physician's
order for Resident # 70 to the MAR for July,

An interview was held with Resident # 70 on
07/28/11 at 8:57 AM. He stated he remembered
the day he went for his appointment and the
physician could not provide treatment because
the indwelling urinary catheter had not been
removed as ordered. The resident stated both
his Responsible Parly and another family
member had taken off work to go with him,
Resident # 70 stated he and his family had been
very aggravated by the situation. He staled the
physician had been upset the catheter had not
been removed. The resident stated he had been
transporled by a private ambulance service and
he thought he and his family would be
responsible for payment.

An interview was held with the ADON on 07/28/ 1
at 9:00 AM. She stated the resident was

F 309
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The facility must establish and maintain an
Infection Control Program designed to provide a
safe, sanitary and comfortable environment and
to help prevent the development and transmission
of disease and infection.

(a) Infection Control Program

The facility must establish an Infection Control
Program under which it - .
(1) Investigates, controls, and prevents infections
in the facility;

{2) Decides what procedures, such as isolation,
should be applied to an individual resident; and
(3) Maintains a record of incidents and corrective
actions related {o infections,

facility both inside and out on 8/5/11.

Systemic Changes

Five WS-B5 Flying Insecl Control
units (lights) supplied by the facitity
pest control vendor, were installed
strategically near exit doors

and at the nursing station on 8/18/11.
{See attachment #5) These devices
are designed to capture flying insects
at point of entry and in high traffic
areas. The pest control vendor will
continue to provide monthly and as
needed pest control services. All
food items will be removed promptly
from resident areas after meals and
as needed.
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lransported via ambulance. The facility was . . .
respopnsible for the cost of transportation, Corrective Action for Resident
Affected
On 07128/11 at 10:05 AM, a telephone interview Resident # 44- room was thoroughly
was conducted with Resident #70° s cleaned and all food items removed
Responsible Party. She stated on 07/07/11, she or placed in closed containers.
had taken a day off from work to accompany Appropriate pest control spray was
Resident # 70 to his wrology appointment. On applied per the facility pest control
arrival, the physician could not provide the vendor on 8/5/11. (See attachment
planned freatment because the facility had #4)
forgotten to remove the indwelling urinary
catheter. The Responsible Party stated the . : .
physician, the resident and she had been agitated Correc_twe Action for Resident
by this delay in treatment. She added she had Potentially Affe_Ct_ed \ .
fost a day ' s work because of this. The All residents residing in the fac;llty
Responsible Party stated the resident had been with open wounds have potential to
transported by an ambulance to the appointment be effected during dressing changes.
and she was not sure who was responsible for The facility pest contro! vendor was
payment, contacted and provided appropriate
F 441 | 48385 INFECTION CONTROL, PREVENT F 441 pest contro! spray to all areas of the
58=0] SPREAD, LINENS
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Staff has fly swatters available at the
nursing station for immediate
intervention and is to report
incidence of flying insect pests and
location to the Environmental
Seivices Director for further
intervention during regular office
hours.

F 441 Continued From page 5

{b} Preventing Spread of Infection

(1) When the Infaction Contral Program
determines that 5 resident needs isolation to
hrevent the spread of Infection, the facility must
isolate the resident,

{2) The facility must prohibit employees with a
communicable disease or infected skin lasions
from direct contact with residents or their food, if
direct contact wil transmit the disease,

(3) The facility must require staff lo wash their
hands after each direct resident contact for which
hand washing is indicated by aceepted
professional practice.

Quality Assurance _
The monitoring will include verifying
that all newly installed insect control
units are functioning as designed
and are emptied on a monthly basis
and ensuring that all food items are
removed from resident rooms at the
compietion of meals and as
needed. This will be done daily for
four weeks and then weekly for threg
months or until resolved by QOL/QA
committee. Reports will be given
during the daily stand-up meetings
and to the weekly Quality of Life- QA ‘
committee and corrective action '5’/! ?# i
initiated as appropriate §

(¢} Linens
Personnel must handie, slore, process and

transport finens so as to prevent the spread of
infection,

This REQ UIREMENT s not met as evidenced
by:

Based on observation, resident and staff
interviews, the fagility failed 1o prevent pests from
tanding on woung beds in 1{Resident #44) of 3
sampled residents whose wound care was
observed. Findings include:

Resident #44 was admilted to the facility on
G2/21/41 with diagnoses of paraplegia, bilateraj
above knee amputations, hyperiension, and
stage 4 pressyre wounds,

Resident #44' most recent Minimum Data Set
{MDs) assessment, a quarterly dated 05/20/1 1,
documented his cognition as jntaet. Resident #44
required extensive assistance of two siaff
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members for bed mobility and transfers and was
non-ambulatory, The assessment indicated
Resident #44 had impaired functional limitations
for range of motion on both sides of upper and
lower extremities.

Awound care observation was done on 07/21/11
at 2:15 PM on Resident #44. Nurse #1 and
Nurse #2 did the wound care. Nurse #1 cleansed
the wound on Resident #44 ' s sacral area. The
sacral wound measured approximately 6.5 cm
(centimeters) in length by 3 cm width and 2.5 cm
indepth. As Nurse #1 turned to reach dressings
off the bedside table several flies were observed
landing on wounds located on Resident #44's left
ischium area. Resident #44 ' s wound on the left
Ischium area measured 8.2 cm length by 8 cm
width and 1 om depth with several smaller stage
2 wounds around the larger wound. Nurse #2
waved the flies off of Resident #44. Nurse #2
cleansed the wound on Resident #44's leit
ischium area, and Nurse #1 placed a dressing
over the area with one hand while waving the flies
away with her other hand. Two flias were
observed landing on Resident #44's right upper
posterior thigh and moving into the wound bed on
the right ischium area. The wound on Resident
#44's right ishium measured 3 cm length by 8 cm
width and 2 cm depth with a smaller stage 2 open
wound to the left of the larger wound. Nurse #1
waved the files away, cleansed the wound and
put a dressing in place.

Aninterview, on 04/27/11 at 250 PM, was
conducted with Nurse #1. Nurse #1 confirmed
flies were in the room of Resident # 44 and did
land on the wound bed during the dressing
change. Nurse #1 said she and Nurse #2 triad to

CROSS CREEK HEALTH CARE
SWANQUARTER, NC 27885
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Corrective Action for Resident
Affected
No specific resident is identified.

Corrective Action for Resident
Potentially Affected

All residents residing in the facility
have potential to be effected. The
facility Environmental Services
Director determined that the existing
lint grate in the washing machine
drain was no longer functioning
properly and a new grate was
fabricated and put in place. The
odor that remained in the pipes was
caused by a build up in the grease
trap for the dietary depariment and
that has been cleaned.

Systemic Changes

A new lint grate was fabricated and
ptaced in the washing machine floor
drain to ensure lint removal and

proper water drainage on 8/18/11. [/*'Hmhﬂfm'
Laundry staff will clean the lint grate {advred f

at the end of each shift. The grease
trap for the dietary depariment was
pumped and cleaned on 8/15/11
(See attachment #8) and will be
done on an every six month basis
going forward.
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Chettity Assurance

The Environmental Services will
schedule the grease trap service with
the vendor on an ongoing every six
month basis and maintain records in
the ESD office. The Environmental

F 441 | Continued From page 7 F 441
swat at them to keep them off,

In an interview with Nurse #2 on 07/28/11 at 9:05
AM, she stated she saw flies land on Resident

#44's wounds multiple times during the dressing Services Dire or will mo_nltor the

change. Nurse #2 said she observed flies on the cleaning of tha lint grate in the .

wound beds of Resident #44's left ischium and washing machine drain. This wili be

right ischium areas. Nurse #2 said she cleansed done daily for four weeks and then

the wounds on the left ischium after the flies were weekly for thrag months or until _

onit. Nurse #2 said the flies were a problem in resolved by QQUQ A committee. %l !@f !

the facility and she had fo take a fly swatter in
another room one day when she did wound
dressings on another resident.

1

In an interview conducted with Resident #44 on
07/28/11 at 9:30 AM, he said he had a lot of flies
in his room and they had been worse over the
past few days. Resident #44 said he had no
feeling in the lower part of his body but the flies
bothered him. t

In an interview with the acting Director of Nurses
(DON) on 07/28M1 at 10:45 AM, she stated she .
would not expect flies to land on any open wound R
bed. The DON said the flies had gotten worse
the past week in the facility.

An interview was conducted with the
Administrator on 07/28/11 at 11:55 AM. The
Administrator sald the flies had increased in the
building over the past week but her expectation
would be not to have flies in a resident ' s room
during dressing changes and definitely would not
expect them o land in a wound bed.

F 456 | 483.70{c)(2) ESSENTIAL EQUIPMENT, SAFE F 456
ss=£ | OPERATING CONDITION

The facility must maintain all essential
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ss=t | CONTROL PROGRAM

The facility must maintain an effective pest
control program so that the facility is free of pests
and rodents.

This REQUIREMENT is not met as evidenced
by:

f-aifed to maintaing pet contro! throughout the
facility

Excess nmber of flies noted center of bldg at
nurses' station. Interviews with staff indicated not
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F 456 | Continued From page 8 456 . . ;
) P . F Corrective Action for Resident
mechanical, electrical, and patient care Affected
equipment in safe operating condition. . i -
P P ¢ No specific resident is identified.
This REQUIREMENT is not met as evidenced Corrective Action for Resident
by: Potentially Affected
Failed to maintain a luanrdy room wio standing All residents residing in the facility
water and mildew have potential to be effected. The
facility pest control vendor was
: ; N contacted and provided appropriate
Observation and iNterview 1105am 7/28/11- pest control treatments to all areas of
Laundry Room Multiple Flies and lands on pile of the facility both inside and out on
clothes on laurndry prep table, Room with foul 8/5/11.
smel throughout of mildew. Mant Mgr reported ]
smelt of mildew coming from pipes of washing Systemic Chaqges
machine drains and water sits overnight and Five WS-BS5 Flying Insect Contrg_i
mildew smeil comes from that. Drain area was units (lights) supplied by the facility
opened in laundry room and standing water with a pest control vendor, were installed
gray matler substance was sitting on top of the strategically near exit doors and at
standing water found. the nursing station on 8/18/11. (See
F 469 | 483.70(h){4) MAINTAINS EFFECTIVE PEST F 469

attachment #5) These devices are
designed to capture flying insects at
point of entry and in high traffic
areas. The pest control vendor will
continue to provide monthly and as
needed pest control services. All
food items will be removed prompily
from resident areas after meals and
as needed.
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usual--last week had not flies. See KJ notesitag
441

CROSS CREEK HEALTH CARE 1719 SWAN QUARTER ROAD
SWANQUARTER, NC 27885
X4 10 SUMMARY STATEMENT OF DEFICIENGIES 0 PROVIDER'S Pl
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFLX (EACH CORSECHL\?EN A%FTI%?\!R?}?OCI}EI_?JNBE comng)rm
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 469 | Continued From page 9 Fago| Staffs have fly swatters available at

the nursing station for immediate
intervention and are o report
Incidence of flying insect pests and
location to the Environmental
Services Director for further
intervention during regular office
hours. (cclathynpt #€)

Quality Assurance

The monitoring will include verifying
that all newly installed insect control
units are functioning as designed
and are emptied on a weekly basis
and ensuring that all food items are
removed from resident rooms at the
comptetion of meals and as
needed. This will be done daily for
four weeks and then weekly for three
months or until resclved by QOL/QA
committee. Reports will be given
during the daily stand-up meetings
and to the weekly Quality of Life- QA
committee and corrective action 6'/1{5/1 {
inltiated as appropriate.
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